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 DSRIP Project (August 2014- January 2015) 
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Post discharge telephone calls 

First call: How are they doing, questions about medications, discharge 

instructions, follow up appointment 
 

   Second call                            Third call  
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Survey questions: 
1. The hospital staff took my preferences and those of my family or caregiver into account in deciding what my 

healthcare needs would be when I left the hospital 

2. When I left the hospital, I had a good understanding of the things I was responsible for in managing my 

health 

3. When I left the hospital, I clearly understood the purpose for taking each of my medications. 
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 Hospital wide implementation- February 2015 
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Opportunities for improvement: 

Discharge planning 

Specific date and time of 
follow up appointment prior to 
d/c 

Collaboration with outside 
agencies- home care, ACO, 
SAR/SNF 
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 Thank you 


